A Spontaneous Dissecting Abdominal Aneurysm Originating from the Iliac Artery  by Gao, F. et al.
at SciVerse ScienceDirect
EJVES Extra 23 (2012) e21ee22Contents lists availableEJVES Extra
journal homepage: www.ejvesextra.comShort Report
A Spontaneous Dissecting Abdominal Aneurysm Originating from the Iliac Artery
F. Gao a,*, J. Chen b, J. Guan a, Q. Zeng a, F.M. Lin a
aDepartment of Cardiovascular Surgery, Xiangya Haikou Hospital, Middle-South University, Haikou, China
bDepartment of Radiology, Xiangya Haikou Hospital, Middle-South University, Haikou, ChinaOpen access under CC BY-NC-ND license. a r t i c l e i n f o
Article history:
Received 8 November 2011
Accepted 15 December 2011
Keywords:
Aortic dissection
Iliac artery
Endovascular aneurysm repairDOI of original article: 10.1016/j.ejvs.2011.12.027.
* Corresponding author. F. Gao, Department of Car
Haikou Hospital, No. 43, People Avenue, Haikou 5702
66151361.
E-mail address: sinoratt@126.com (F. Gao).
1533-3167  2011 European Society for Vascular Sur
doi:10.1016/j.ejvsextra.2011.12.003a b s t r a c t
Aortic dissection often involves the thoracic and abdominal aorta, whereas isolated abdominal aortic
dissection is rare. Few cases of abdominal aortic dissection caused by iliac arterial dissection have been
reported. Herein, we report a case of spontaneous isolated abdominal dissection in which both the entry
and exit sites were in the iliac arteries. The patient was treated successfully using the endovascular
aneurysm repair procedure.
 2011 European Society for Vascular Surgery. Published by Elsevier Ltd.Introduction
Aortic dissection occurs when layers of the aortic wall separate
as a result of the extraluminal entry of blood through an intimal
tear. Aortic dissection commonly involves the thoracic or
abdominal aorta. Few cases of iliac arterial dissection involving
the abdominal aorta have been reported.1 Herein, we report
a case of spontaneous isolated abdominal aortic dissection in
which both the entry and exit sites were within the iliac artery
segment.Case Report
The patient was a 59-year-old man who presented with a chief
complaint of recurrent abdominal pain lasting 1 year in duration.
The pain increased over the previous 4 months and was
concentrated in the left lower quadrant near the middle
abdomen. The patient found a pulsatile mass at the same location.
He described the pain as dull and not affected by movement or
position. He denied any other symptoms. The patient’s medical
history was negative for collagen vascular disorders such as
EhlerseDanlos syndrome or Marfan’s syndrome, and he denied
previous signiﬁcant trauma. His family history also was negativediovascular Surgery, Xiangya
08, China. Tel./fax: þ86 898
gery. Published by Elsevier Ltd. Opfor collagen vascular disorders. The patient reported no use of
cigarettes or alcohol. His vital signs were within the normal
range. A physical examination was normal; however, a pulsatile
vertical mass of approximately 5 cm  6 cm in size was palpable
above the umbilical region. Laboratory results were within the
normal range. A computed tomography scan of the abdominal
aorta showed a bilateral dissection of the iliac arteries and
abdominal aorta (Fig. 1). The dissection did not communicate
with the abdominal aorta but did perfuse the inferior mesenteric
artery.
After careful preoperative evaluation and preparation, the
patient was treated with endovascular therapy. A preoperative
digital subtraction angiography (DSA) showed that the direction
of the blood ﬂow in the dissection was from the right iliac artery
to the left one. Two groin incisions were made under general
anaesthesia to expose the common femoral arteries. A Luderqu-
iest super stiff guide wire (Cook, USA) was used to insert the main
body of the stent graft (Microport, China) into the abdominal
aorta and the right common iliac artery. The contralateral cuff
was released to the main body of the stent graft through the
predilated left common iliac artery. Three months after discharge,
a computed tomographic angiography revealed that the false
lumen was excluded completely, without any endoleak (Fig. 2).
The patient has not had any discomfort since the procedure was
completed.Discussion
Although an isolated abdominal aortic dissection may be more
approximate in this case, an entry site at the false lumen is quiteen access under CC BY-NC-ND license. 
Figure 1. Abdominal computed tomography scan. Left panel. Arrow 1 points to the false lumen, without a channel between the false lumen and the abdominal aorta. Arrow 2
shows the entry site of the false lumen. Right panel. The entry and exit sites of the false lumen, which extended in a retrograde manner to the abdominal aorta (AA) and involved the
inferior mesenteric artery (SMA). Arrow 1 points to the entry site of the false lumen. Arrow 2 shows the exit site within iliac artery (IA).
Figure 2. A follow-up computed tomography scan image taken 3 months after the
operation shows that the dissection was closed completely by the stent graft, without
any endovascular leakage.
F. Gao et al. / EJVES Extra 23 (2012) e21ee22e22uncommon from other reports.2e4 As far as we are aware, it is
extremely rare to ﬁnd an abdominal aortic dissection caused by the
intimal ﬂap and originating within the iliac artery.5 Our caseﬁndings suggest that there is uncertainty and variety in the origi-
nation of an abdominal aortic dissection.
In the case described here, the patient experienced chronic,
dull abdominal pain, the dissection ran from iliac artery to
abdominal aorta and the patient had no risk factors. We have no
explanation for the dissection, except that atherosclerosis plaque
was found in the right iliac artery and may have contributed to
the dissection (Fig. 1). The highest incidence of aortic dissection
occurs among men aged 50e70 years. A history of hypertension
and bicuspid aortic valve are the most common associated
conditions. Less commonly associated conditions include Mar-
fan’s syndrome and other connective tissue disorders; a family
history of dissection; coarctation of the aorta; pregnancy, espe-
cially in the third trimester; blunt trauma; iatrogenic causes such
as catheterisation or insertion of an intra-aortic balloon pump;
syphilis; afﬁliated abdominal aorta aneurysm; and spontaneous
condition.6
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